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K0000

A Life Safety Code Recertification
and State Licensure Survey was
conducted by the Indiana State
Department of Health in
accordance with 42 CFR 483.70(a).

Survey Date: 10/03/11

Facility Number: 000280
Provider Number: 155707
AIM Number: 100274540

Surveyor: Amy Kelley, Life Safety
Code Specialist

At this Life Safety Code survey,
Swiss Village Inc. was found not in
compliance with Requirements for
Participation in
Medicare/Medicaid, 42 CFR
Subpart 483.70(a), Life Safety
from Fire and the 2000 edition of
the National Fire Protection
Association (NFPA) 101, Life Safety
Code (LSC), Chapter 19, Existing
Health Care Occupancies and 410
IAC 16.2.

This one story facility with a
partial basement was determined
to be of Type V(111) construction

K0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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and was fully sprinklered. The
facility has a fire alarm system
with smoke detection in the
corridors, areas open to the
corridors and resident room. The
facility has a capacity of 128 and
had a census of 118 at the time of
this survey.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 10/06/11.

The facility was found not in
compliance with the
aforementioned regulatory
requirements as evidenced by the
following:

K0025 Smoke barriers are constructed to provide at
SS=D least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired
glass panels and steel frames. A minimum of
two separate compartments are provided on
each floor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning
systems.  19.3.7.3, 19.3.7.5, 19.1.6.3,
19.1.6.4

Based on observation and
interview, the facility failed to
ensure 1 of 1 ceiling smoke
barriers was maintained to provide

K0025

POC
(1) A sprinkler pipe penetrating
the ceiling of the Sonnablum’s

janitor closet was identified by the

surveyor as being out of
compliance because of an

11/03/2011
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a one half hour fire resistance unsealed gap between the pipe
. . and the ceiling. The gap has
rating. LSC 8.3.2 requires smoke 9. ' 9ap
i ) been sealed with a fire stop
barriers shall be continuous from sealant to provide a continuous
an outside wall to an outside wall. smoke seal in that room.
This deficient practice was not in a (2) Avisual inspection was
id b Id aff conducted to assure all other
resident care area put could attect rooms have a continuous smoke
any number of staff in the barrier. No other penetrations
Sonnenblum janitors closet. were discovered.
(3) Plant Operations and
L . Maintenance Supervisor will
Findings include: manage the inspection of all
areas quarterly to assure
Based on observation with compliance. f
. . 4) The results of the visual
Maintenance Technician # 1 on ( ) ) )
) inspection will be documented
one inch unsealed gap around the Assessment & Assurance
sprinkler line which penetrates the Committee quarterly.
ceiling of the Sonnenblum janitors
closet. Measurements were
provided by Maintenance
Technician # 1 at the time of
observation.
3.1-19(b)
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K0029 One hour fire rated construction (with % hour
SS=E fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas.
When the approved automatic fire
extinguishing system option is used, the areas
are separated from other spaces by smoke
resisting partitions and doors. Doors are
self-closing and non-rated or field-applied
protective plates that do not exceed 48 inches
from the bottom of the door are permitted.
19.3.2.1
Based on observation and K0029 POC . 11/03/2011
interview, the facility failed to (1) The d°°f o th? Edel\."{elsss
i Place west wing soiled utility
ensure the corridor door to 1 of 2 room was identified by the
Edelweiss soiled utility rooms was surveyor as being out of
provided with a self closing compliance because it did not
devi This deficient ti have a self-closing device. A
evice. IS deticient practice door closure was installed on the
could affect any resident near the soiled utility room door.
Edelweiss west wing soiled utility (2) Avisual inspection was
room. cor\ductgq to assure that all
soiled utility rooms had
self-closing doors. No other
Findings include: corridor doors for a soiled utility
room were discovered without a
. . If-closure.
B n rvation with se .
as_ed on observat on wit (3) The Plant Operations and
Maintenance Technician # 1 on Maintenance Supervisor will
10/03/11 at 1:15 p.m., the manage the inspection of all
Edelweiss west wing soiled utility areas quarterly to assure that
taini tai f corridor doors requiring
roc.)m, c.on aining one con .alner o self-closures, are properly
soiled linen and one container of installed and functioning.
soiled personnel clothing, had a (4) The Plant Operations and
corridor door which was not Maintenance Supervisor will
. . . provide quarterly documentation
equipped with a self closing to the Quality Assessment &
device. This was confirmed by Assurance Committee on the
Maintenance Technician # 1 at the results of the above inspection for
there review and approval.
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time of observation.
3.1-19(b)
K0038 Exit access is arranged so that exits are
SS=E readily accessible at all times in accordance
with section 7.1.  19.2.1
Based on observation and K0038 POC . N 11/03/2011
interview, the facility failed to (1). The Edelwglss activity room
] exit door extending out and
ensure exit access was arranged around a fountain was identified
so 1 of 3 Edelweiss exits was by the surveyor as being out of
readily accessible at all times in ;::mph;pce for TOt Colnt"TU'“?htlo
. . e public way. In reviewing this
accordance with LSC Section 7.1. exit with the architect we have
LSC Section 7.1 requires means of discovered that this is not a
egress for existing buildings shall required exit to meet the code
comply with Chapter 7. LSC requurements. There are two
. . . other exits that do not exceed the
Section 7.7.1 requires all exits distance of 150 feet and do empty
shall terminate directly at a public unto a hard surface that can be
way or at an exterior exit used for emergency exit to the
discharge. Yards, courts, open pu.b“.c parking lot. None of th.e
. existing emergency evacuation
spaces, or other portions of the maps show this door as an exit.
exit discharge shall be of required We propose that the exit sign
width and size to provide all over this door be removed and
. that the door be labeled as “No
occupants with a safe access to a Exit.”
public way. In addition to (2) No other doors have an exit
providing the required width to sign overhead that do not provide
allow all occupants safe access to a hard surface to a public parking
. area.
a public way, such access also (3) Staff will be in-serviced,
needs to meet the requirements instructed that the door in
with respect to maintaining the question is not an emergency
exit.
means of egress free of (4) The Plant Operations and
obstructions that would prevent Maintenance Supervisor will
its use, such as snow and the need report to the Quality Assessment
for its removal in some climates, & Assurance Committee when
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or soft ground during heavy
periods of rain. This deficient
practice could affect any
occupants evacuated through
Edelweiss activity room exit.

Findings include:

Based on observation with
Maintenance Technician # 1 on
10/03/11 at 1:05 p.m., the exit
egress sidewalk from the
Edelweiss activity room exit door
extended out and around a center
fountain but did not continue to
the public way. Based on an
interview with Maintenance
Technician # 1 at the time of
observation, it was sixty six feet to
the public way from said sidewalk.

3.1-19(b)

K0046 Emergency lighting of at least 1% hour
SS=E duration is provided in accordance with 7.9.
19.2.91.

Based on observation and
interview, the facility failed to
provide exterior emergency lights
for 1 of 3 Edelweiss exits. LSC
Section 7.9.1.1 requires
emergency lighting for means of
egress shall be provided for the
exit access and exit discharge.

K0046

the above work is completed.

POC 11/03/2011
(1) Additional emergency lighting
will be installed on the Edelweiss
north wing to provide lighting for
the applicable emergency exit
path.

(2) All exit-discharge paths have
been reviewed to verify adequate
emergency lighting.

(3) A visual inspection of all
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This deficient practice could affect
any occupants evacuated through
the Edelweiss north wing
emergency exit door.

Findings include:

Based on observations with
Maintenance Technician # 1 on
10/03/11 at 12:55 p.m., an
exterior light fixture was observed
on the side of the building near
the Edelweiss north wing exit
door, but the exit discharge path
continued for another one
hundred and twenty feet then
made a ninety degree turn and
continued on, running parallel
with the road. Based on an
interview with the Maintenance
Technician # 1 at the time of
observation, the exit discharge
path by the road would not have
emergency lighting coverage.

3.1-19(b)

emergency exit paths will be
conducted semi-annually to verify
that tree and shrub growth is not
blocking emergency path lighting
and that there is adequate
emergency lighting.

(4) The Plant Operations and
Maintenance Supervisor will
document the semi-annual
inspection for adequate
emergency lighting of all
emergency exit paths and submit
a copy to the Quality Assessment
& Assurance Committee.
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K0050 Fire drills are held at unexpected times under
SS=F varying conditions, at least quarterly on each
shift. The staff is familiar with procedures and
is aware that drills are part of established
routine. Responsibility for planning and
conducting drills is assigned only to
competent persons who are qualified to
exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of
audible alarms.  19.7.1.2
Based on record review and K0050 Z?CQ oty fre drile 11/03/2011
. . . . uarterly fire drills do occur
interview, the facility failed to on all shifts and in fact did occur
ensure fire drills were conducted during the second shift and in the
quarterly on each shift for 1 of the third quarter. See Exhibit 1.
last 4 completed quarters. This Unfortunately the Plant
.. . Operations and Maintenance
deficient practice could affect all Supervisor who initiates and
occupants. documents the fire drills was
away from the facility on vacation
Findings include: during the LSC survey gnd even
though the documentation was
completed and in the designated
Based on record review of the book binder, Maintenance
"Report of Quarter Fire Drill" with Technician # 1 was not able to
Maintenance Technician # 1 on find and pro.duce the
documentation for the surveyor.
10/03/11 at 11:05 a.m., there was (2) The Plant Operations and
no record of a second shift fire Maintenance Supervisor reviewed
drill for the third quarter of 2011. the contents and location of fire
. . . drill documentation with
Based on an interview with Maintenance Technician # 1,
Maintenance Technician # 1 at the Director of Healthcare Services,
time of record review, no other Director of Resident Services and
documentation was available for Executive Director so that in the
. . . . future it can be found and
review to verify this drill was produced during the survey.
conducted. (3) The Plant Operations and
Maintenance Supervisor will
3.1-19(b) produce a duplicate copy of the
documentation and provide to the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CVWP21 Facility ID: 000280 If continuation sheet Page 8 of 25
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3.1-51(c) Director of Healthcare to verify
timely logging of fire drills.
(4) The Plant Operations and
Maintenance Supervisor will
report quarterly to the Quality
Assessment & Assurance
Committee verifying that
documentation is readily available
to confirm that fire drills are
occurring on each shift, each
quarter.
K0052 A fire alarm system required for life safety is
SS=E installed, tested, and maintained in
accordance with NFPA 70 National Electrical
Code and NFPA 72. The system has an
approved maintenance and testing program
complying with applicable requirements of
NFPA70and 72. 9.6.1.4
Based on record review and K0052 F:))CE ot the 23 sinle stati 11/03/2011
. . . . ach of the 23 single station
Interview, the. facility failed to smoke detectors in the healthcare
ensure a testing and a battery resident rooms was tested to
replacement program was verify that they are functioning.
provided to ensure 23 of 23 single See Exhibit 2.
. (2) After further review it was
station smoke detectors would discovered that there are 29
operate. This deficient practice single station smoke detectors
affects 34 residents in the with all other smoke detectors in
Lavendel and Alpenrose wings. the resident rooms being
hardwired and not dependent on
battery power. The remainder of
Findings include: the single station battery powered
smoke detectors were tested and
Based on record review with the verified as functioning.
(3) A written program for the
Maintenance Technician # 1 on testing and replacement of
10/03/11 at 12:00 p.m., the batteries in battery smoke
facility could not provide detectors was downloaded from
. Indiana.gov. This form was used
documentation of a monthly test as the basis to create a form to
and a battery replacement document the monthly testing of
program for the twenty three the 29 single station smoke
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CVWP21 Facility ID: 000280 If continuation sheet Page 9 of 25
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single station smoke detectors in detectors.
. (4) Plant Operations and
resident rooms on the Lavendel . . .
) Maintenance Supervisor will
and Alpenrose wings. Based on an manage and document the
interview with Maintenance monthly inspection of all
Technician # 1 at the time of battery-powered smoke detectors
d . h bl within the facility. This inspection
record review, he was unable to document will be reported to The
locate documentation to verify the Quality Assessment & Assurance
facility had a program. Committee quarterly.
3.1-19(b)
K0056 If there is an automatic sprinkler system, it is
SS=D installed in accordance with NFPA 13,
Standard for the Installation of Sprinkler
Systems, to provide complete coverage for all
portions of the building. The system is
properly maintained in accordance with NFPA
25, Standard for the Inspection, Testing, and
Maintenance of Water-Based Fire Protection
Systems. ltis fully supervised. Thereis a
reliable, adequate water supply for the
system. Required sprinkler systems are
equipped with water flow and tamper
switches, which are electrically connected to
the building fire alarm system. 19.3.5
Based on observation and K0056 POC _ _ 11/03/2011
interview, the facility failed to (1) One sprinkler head located in
) Alpenrose clean utility room was
ensure 1 of 1 sprinkler heads identified by the surveyor as
installed in the Alpenrose clean being out of compliance because
linen room was at least four sprinkler head was installed two
. inches from the wall. The
inches from t_he Wa”'_ NFPA 13, sprinkler contractor has moved
5-6.3.3 requires upright and the sprinkler head to meet NFPA
pendant sprinkler heads shall be code 5-6.3.3.
installed at least four inches from (2) Asurvey of the facility was
conducted to assure none of the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CVWP21 Facility ID: 000280 If continuation sheet Page 10 of 25
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the wall. This deficient practice other sprinkler heads in the
. . facility were within 4 inches of the
was not in a resident care area but wall
C0u|d affect a I|m|t number Of (3) The above visual inspection
staff. confirmed that there are no other
existing sprinkler heads within 4
Findi include: inches of a wall.
Indings incluae. (4) Plant Operations and
Maintenance Supervisor will
Based on observation with oversee and review with the
Maintenance Technician # 1 on sprinkler installer the location to
_ make sure future sprinkler head
10/03/11 at 12:16 p.m., the installations meet the requirement
sprinkler head in the Alpenrose to be at least 4 inches from the
clean linen room was mounted wall.
next to the wall. Based on an
interview with Maintenance
Technician # 1 at the time of
observation, the sprinkler head
was located two inches from the
wall.
3.1-19(b)
K0062 Required automatic sprinkler systems are
SS=E continuously maintained in reliable operating
condition and are inspected and tested
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA
25,9.7.5
1. Based on observation and K0062 POC -1(1) Three of the six 11/03/2011
interview, the facility failed to shower rooms were identified by
) o ) the surveyor as being out of
ensure cubicle curtains installed in compliance because the mesh
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3 of 6 shower rooms were in portion of the shower curtains
1 0,
accordance wit NFPA 13, Standard were not - mesh or a 70% open
) ) weave at the top panel extending
for the Installation of Sprinkler 18 inches below the sprinkler
Systems. The lack of cubicle deflector. These curtains will be
curtain and sprinkler location replaced. Shower curtains have
dinati b h been ordered having an 18inch
coordination may obstruct the open mesh that meets the NFPA
sprinkler spray onto the fire or 13 code. See Exhibit 3 for
may shield the heat from the purchase order.(2) All other
sprinkler. This deficient practice curtains were visually inspected
) . to verify that they complied with
could affect any resident in the the ¥ inch diagonal mesh or a
Sonnenblum short and long hall 70% open weave top panel
shower rooms and the Edelweiss extending 18 inches below the
. sprinkler deflector.(3) Plant
west wing shower room. . )
Operations and Maintenance
Supervisor will over-see future
Findings include: replacement of shower curtains to
assure they meet the NFPA 13
Based b . ith standard.(4) The Plant
as_e ono Servat'(?n_s wit Operations and Maintenance
Maintenance Technician # 1 on Supervisor will quarterly visually
10/03/11 from 11:50 a.m. to 1:42 inspect shower curtains and log
p.m., the shower rooms on the comphanpe and report results to
the Quality Assessment and
Sonnenblum short and long halls Assurance Committee.
and the Edelweiss west wing POC -2
shower room had privacy curtains (1) Three sprinkler heads were
lacking 1/2 inch diagonal mesh or 'de.nt'ﬂed by the surveyor as
being out of compliance because
a 70 percent open weave top of obstruction cause by the
panel extending 18 inch below the positioning of the light fixtures too
sprinkler deflector. This close to th.e sprinkler heads.
knowledaed by Maintenan These sprinkler heads have been
acknowledge y Maintenance lowered, allowing for the free flow
Technician # 1 at the time of of the spray.
observations. (2) The Plant Operations and
Maintenance Supervisor visually
inspected the locations of
3.1-19(b) sprinkler heads to verify that the
spray is not impeded by the
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2. Based on observation and IgcatiTo: o;ladjfgent Iight fixtu;es.
interview, the facility failed to ( ). © Mant \perations an
Maintenance Supervisor will
ensure the spray pattern for 2 of 2 oversee and review with the
sprinkler heads in the Lavendel sprinkler contractor the future
medication room and 1 of 1 placement of sprllnkler heads to
inkler heads in the L del assure that light fixtures do not
sprinkler heads in the Lavende impede the spray pattern of any
time clock room were sprinkler heads.
unobstructed. LSC 9.7.5 requires (4) The Plant Operations and
all automatic sprinkler systems be Ma'nten.ance Supervisor wil
. . . visually inspect quarterly the
inspected, tested and maintained location of sprinkler heads to
in accordance with NFPA 25, verify that light fixtures are not
Standard for the inspection, obstructing the spray pattern and
. . verify compliance to the Qualit
Testing and Maintenance of y P Quality
i ) Assessment and Assurance
Water-Based Fire Protection Committee.
Systems. NFPA 25, Section
2-2.1.2 states unacceptable
obstructions to spray patterns
shall be corrected. This deficient
practice was not in a resident care
area but could affect any number
of staff.
Findings include:
Based on observations with
Maintenance Technician # 1 on
10/03/11 from 12:21 p.m. to
12:22 p.m., the spray pattern of
two sprinkler heads in the
Lavendel medication room and
one sprinkler head in the Lavendel
time clock room were obstructed
by ceiling light fixtures. Based on
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an interview with Maintenance
Technician # 1 at the time of
observation, the ceiling light
fixtures were mounted four inches
from the sprinkler heads.
3.1-19(b)
K0064 Portable fire extinguishers are provided in all
SS=E health care occupancies in accordance with
9.741. 19.3.5.6, NFPA10
Based on observation and K0064 POC 11/03/2011
interview, the facility failed to (.1) AFag has bgen placed on the
) ) i fire extinguisher in the Lavendel
inspect 2 of 2 kitchen fire beauty shop and an inspection
extinguishers and 1 of 1 Lavendel notation was made on the kitchen
beauty shop fire extinguishers fire extinguisher tag for the month
of October.
each month. NFPA 10, Standard (2) Al other fire extinguishers
for Portable Fire Extinguishers, were inspected, initialed, dated
Section 4-3.4.2 requires fire and tagged to verify that they are
extinguisher inspections at least charged, operable and in the right
. location.
monthly with the date of (3) Alog has been created
inspection and the initials of the listing all extinguisher locations so
person performing being that no extinguisher is missed for
recorded. In addition, NFPA 10, the required monthly 'hSpeCt'on'
] ; ] ] (4) The Plant Operations and
Section 4-2.1 defines inspection Maintenance Supervisor will
as a "quick check" to ensure the oversee that future fire
fire extinguisher is available and extinguisher inspections are
il te. Itis intended t . logged and that all new fire
will operate. 1t 1s intended 10 give extinguishers are inspected and
reasonable assurance the fire tagged prior to placement. In
extinguisher is fully charged and addition the Plant Operations and
operable, verifying that it is in its Ma'”tenanc,e Supervisor will verify
. . to the Quality Assessment &
designated place, it has not been
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actuated or tampered with and Assurance Committee that the
. . . monthly inspections of all
there is no obvious or physical L .
- ] extinguishers are being
damage or condition to prevent its performed.
operation. This deficient practice
could affect any number of
residents in the Lavendel beauty
shop as well as any number of
kitchen staff.
Findings include:
Based on observations with
Maintenance Technician # 1 on
10/03/11 from 2:05 p.m. to 2:22
p.m., the monthly inspection tag
for the kitchen fire extinguishers
lacked documentation of a
monthly inspection for September
2011. Additionally, the fire
extinguisher in the Lavendel
beauty shop lack an annual and
monthly inspection tag. This was
acknowledged by Maintenance
Technician # 1 at the time of
observations.
3.1-19(b)
K0069 Cooking facilities are protected in accordance
SS=E with 9.2.3.  19.3.2.6, NFPA 96
1. Based on record review and K0069 POC _ _ _ 11/03/2011
interview, the facility failed to (1) The seml-gnnqal !nSpeCtlon
) o of the hood extinguishing system
ensure 1 of 1 hood extinguishing occurred in September but the
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systems in the kitchen was
inspected and serviced every six
months. NFPA 96, the Standard
for Ventilation Control and Fire
Protection of Commercial Cooking
Operations, Section 8-2 requires
an inspection and servicing of the
fire extinguishing system at least
every six months. This deficient
practice could affect all resident in
the dining room in the event of an
emergency.

Findings include:

Based on record review with
Maintenance Technician # 1 on
10/03/11 at 2:52 p.m., the only
hood extinguishing system
inspection was by Koorsen on
03/01/11. Based on an interview
with the Maintenance Technician #
1 at the time of record review, no
other documentation was available
for review.

3.1-19(b)

2. Based on observation and
interview, the facility failed to
maintain 1 of 1 K Class portable
fire extinguishers in the kitchen
cooking area in accordance with

paper work was not received until
10/11/2011 (See Exhibit 4 dated
9-26-11). A placard has been
installed above the portable “K”
fire extinguisher advising that the
hood extinguishing system is to
be activated prior to using the
portable class K extinguisher.

(2) Swiss Village only has the
one hood extinguishing system
that was addressed in the above
section.

(3) The Plant Operations and
Maintenance Supervisor will
oversee that semi-annual
inspections are completed on
time and that all kitchen
employees are in-serviced on the
use of the portable class K fire
extinguisher in the kitchen area.
(4) The Plant Operations and
Maintenance Supervisor will
report to the Quality Assessment
& Assurance Committee
semi-annually on the receipt of
the documentation verifying the
completion of the hood
extinguishing system test and the
proper placement of the
instructional placard above the
portable class K extinguisher.
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the requirements of NFPA 10,
Standard for Portable Fire
Extinguishers, 1998 Edition. NFPA
10, 2- 3.2 requires fire
extinguishers provided for the
protection of cooking appliances
using combustible cooking media
(vegetable or animal oils and fats)
shall be listed and labeled for
Class K fires. NFPA 10, 2-3.2.1
requires a placard shall be
conspicuously placed near the
extinguisher which states the fire
protection system shall be
activated prior to using the fire
extinguisher. Since the fixed fire
extinguishing system will
automatically shut off the fuel
source to the cooking appliance,
the fixed system should be
activated before using a portable
fire extinguisher. In this instance,
the portable fire extinguisher is
supplemental protection. This
deficient practice could affect any
residents in the main dining room.

Findings include:

Based on observation with
Maintenance Technician # 1 on
10/03/11 at 2:23 p.m., the
kitchen K Class fire extinguisher
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lacked a placard. Based on an
interview with the Maintenance
Technician # 1 at the time of
observation, the kitchen K Class
fire extinguisher lacked a placard
identifying its use as secondary
backup to the kitchen automatic
fire suppression system.
3.1-19(b)
K0070 Portable space heating devices are prohibited
SS=E in all health care occupancies, except in
non-sleeping staff and employee areas where
the heating elements of such devices do not
exceed 212 degrees F. (100 degrees C)
19.7.8
Based on observation and K0070 poc . 11/03/2011
interview, the facility failed to (1) A policy has begn written that
} i portable heating devices cannot
provide a policy for the use of 1 of be used in any occupancy areas
1 portable space heaters in the and only temporarily in
facility in accordance with NFPA ”°”'3|eip'”9;ta‘: a”té emf)loyeet
. . areas where the heating elemen
1 0]_’ -Sect|on 1 _9'7'8' This of such devices does not exceed
deficient practice could affect any 212 degrees F. (Exhibit 5)
number of residents and staff (2) All portable heating units
when the space heater is in use. were inventoried and moved to a
storage area secure from
occupancy areas (Storage Room
Findings include: 101).
(3) The Plant Operations and
Based on an observation with Maintenance Su.pen.nsor wil
] o oversee and maintain the log of
Maintenance Technician # 1 on the location of all portable heating
10/03/11 at 1:10 p.m., a space devices to verify that they are not
heater was stored in the Edelweiss being used in occupancy areas.
(4) The Plant Operations and
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west wing storage closet. Based Maintenance Supervisor shall
. . . . report to the Quality Assessment
on an interview with Maintenance )
o ] & Assurance Committee on a
Technician # 1 during the record quarterly basis how portable
review process from 11:05 a.m. to heaters are being used and how
11:50 p.m., the facility does not they are stored when not in use.
have a policy regarding space
heaters.
3.1-19(b)
K0071 Rubbish Chutes, Incinerators and Laundry
SS=E Chutes:
(1) Any existing linen and trash chute,
including pneumatic rubbish and linen
systems, that opens directly onto any corridor
is sealed by fire resistive construction to
prevent further use or is provided with a fire
door assembly having a fire protection rating
of 1 hour. All new chutes comply with section
9.5.
(2) Any rubbish chute or linen chute, including
pneumatic rubbish and linen systems, is
provided with automatic extinguishing
protection in accordance with 9.7.
(3) Any trash chute discharges into a trash
collection room used for no other purpose and
protected in accordance with 8.4.
(4) Existing flue-fed incinerators are sealed by
fire resistive construction to prevent further
use. 19.5.4,9.5, 8.4, NFPA 82
Based on observation and K0071 POC (1) A sprinkler head has 11/03/2011
. . - . been installed in the laundry
|nterY|ew, the fac.|I|ty faﬂeo! to. chute.(2) There are no other
provide automatic extinguishing laundry or rubbish chutes in other
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protection for 1 of 1 linen chutes.
LSC 19.5.4.2 requires any rubbish
chute or linen chute shall be
provided with automatic
extinguishing protection in
accordance with Section 9.7. This
deficient practice affects any
resident or staff near the linen
chute in the event of an
emergency.

Findings include:

Based on observation with
Maintenance Technician # 1 on
10/03/11 at 2:20 p.m., a sprinkler
pipe or a sprinkler head could not
be seen in, or around, the linen
chute. Based on an interview with
Maintenance Technician # 1 at the
time of observation, he could not
confirm the linen chute was
provided with sprinkler protection.

3.1-19(b)

areas of this facility.(3)
Shambaugh and Sons have
added this sprinkler head to the
quarterly inspection test to verify
operability. (4) The Plant
Operations and Maintenance
Supervisor will oversee that
quarterly inspections are
maintained on all sprinkler
systems and that a report is given
to the Quality Assessment &
Assurance Committee to verify
compliance.
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K0074 Draperies, curtains, including cubicle curtains,
SS=E and other loosely hanging fabrics and films
serving as furnishings or decorations in health
care occupancies are in accordance with
provisions of 10.3.1 and NFPA 13, Standards
for the Installation of Sprinkler Systems.
Shower curtains are in accordance with NFPA
701.

Newly introduced upholstered furniture within
health care occupancies meets the criteria
specified when tested in accordance with the
methods cited in 10.3.2 (2) and 10.3.3.
19.7.5.1, NFPA 13

Newly introduced mattresses meet the criteria
specified when tested in accordance with the
method cited in 10.3.2 (3), 10.3.4. 19.7.5.3

Based on observation and
interview, the facility failed to
ensure window curtains in 12 of
12 resident rooms in Alpenrose
and 4 of 4 common areas were
flame retardant. This deficient
practice could affect any number
of residents.

Findings include:

Based on observations with
Maintenance Technician # 1 on
10/03/11 from 12:02 p.m. to
12:40 p.m., window coverings
were observed in the following

K0074

POC

(1) Swiss Village does have
fire-rating certification for the
curtains and drapes in the areas
identified. Unfortunately the Plant
Operations Supervisor who
maintains the documentation was
away from the facility on vacation
during the LSC survey and even
though the documentation was
completed and in the designated
book binder, Maintenance
Technician # 1 was not able to
find and produce the
documentation for the surveyor.
(2) The Plant Operations
Supervisor reviewed the contents
and location of documents with
fire retardant rating information
on draperies, carpet and furniture
with Maintenance Technician # 1,

11/03/2011

locations: ) ] Director of Healthcare Services,
a) all twelve resident rooms in Director of Resident Services and
Alpenrose Executive Director for all areas so
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b) Alpenrose Activity center that in the future it can be found
c) Edelweiss administration and produced during the survey.
i (3) The Plant Operations
corridor Director will produce a duplicate
d) Edelweiss private dining room copy of the documentation and
e) Edelweiss lounge provide to the Director of
Based . . ith Healthcare to allow for ready
ased on Interview wit access to the required
Maintenance Technician # 1 at information.
12:02 p.m., tags on the window (4) The Director of Healthcare
covering could not be found and Services will report quarterly to
. the Quality Assessment &
there was no documentation Assurance Committee verifying
regarding flame retardancy for that the documentation is current
these window coverings available and readily available.
for review.
3.1-19(b)
K0143 Transferring of oxygen is:
SS=E
(a) separated from any portion of a facility
wherein patients are housed, examined, or
treated by a separation of a fire barrier of
1-hour fire-resistive construction;
(b) in an area that is mechanically ventilated,
sprinklered, and has ceramic or concrete
flooring; and
(c) in an area posted with signs indicating that
transferring is occurring, and that smoking in
the immediate area is not permitted in
accordance with NFPA 99 and the
Compressed Gas Association. 8.6.2.5.2
Based on observation and K0143 PoC 11/15/2011
interview, the facility failed to (1) The oxygen st9rage room
has natural ventilation and a
ensure 1 of 1 areas used for power ventilation system is
transferring of oxygen was ordered and will be installed by
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provided with continuous November 15, 2011. The later
. — . date is caused by delay in
mechanical ventilation. This - . )
o _ shipping. It will be installed as
deficient practice could affect any soon as it arrives.
resident near the oxygen (2) This is the only oxygen
transferring room storage room at this facility.
(3) To verify that continuous
mechanical ventilation is being
Findings include: provided in the oxygen storage
area, a visual inspection will
Based on observation with occur monthly and logged that it
. o is functioning properly.
Maintenance Technician # 1 on (4) The Plant Operations and
10/03/11 at 1:35 p.m., the Maintenance Supervisor will
oxygen transferring room with at report quarterly to the Quality
least five large stationary liquid Assessment & Assurance
i 9 Y .q Committee the documented
oxygen cylinders was provided results of the monthly inspections.
with only a fresh air vent.
Maintenance Technician # 1 was
not aware of this requirement for
an oxygen transferring room.
3.1-19(b)
K0144 Generators are inspected weekly and
SS=F exercised under load for 30 minutes per
month in accordance with NFPA 99.
3.4.41.
Based on record review and K0144 POC 11/03/2011
. . . . (1) Documentation of the
mtt?_rvw?w, the facility fal.led to monthly load test for August and
maintain a complete written September of 2011 existed but
record of monthly generator load were not made available during
testing for 2 of the last 12 the survey (See Exhibits 6 & 7).
Unfortunately the Plant
months. Chapter 3-4.4.1.1 of. Operations Supervisor who
NFPA 99 requires monthly testing maintains the documentation was
of the generator serving the away from the facility on vacation
emergency electrical system to be during the LSC survey and even
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in accordance with NFPA 110, the though the documentation was
Standard for Emergency and completed the Maintenance
gency Technician # 1 was not able to
Standby Powers Systems, chapter find and produce the
6-4.2. Chapter 6-4.2 of NFPA documentation for the surveyor.
110 requires generator sets in (2) Documentation was available
L 11 dL |2 . b for the weekly and monthly
eve and Leve service to be generator tests for both generator
exercised under operating units.
conditions or not less than 30 (3) The Plant Operations
Supervisor reviewed the contents
ercent of the EPS nameplate
P . . . P and location of documents for the
rating, whichever is greater, at weekly and monthly generator
least monthly, for a minimum of tests with the Maintenance
30 minutes. Chapter 3-5.4.2 of Technician # 1, Director of
. . Healthcare Services, Director of
NFPA 99 requires a written record ) ) ’ .
) ) Resident Services and Executive
of inspection, performance, Director.
exercising period, and repairs for (4) The Plant Operations
the generator to be regularly Director will report quarterly to the
. ined and ilable f Quality Assessment & Assurance
!ﬂamta'_ne and avalla e_ or _ Committee documentation
inspection by the authority having verifying that the documentation
jurisdiction. This deficient for both the weekly and monthly
practice could affect all occupants. tests of the gengrators Is current
and readily available.
Findings include:
Based on record review of the
generator logs titled "Test Log" for
both the Admin. generator and the
Edelweiss generator with
Maintenance Technician # 1 on
10/03/11 at11:23 a.m., a
monthly load test was not
documented for the months of
August and September of 2011.
Based on an interview with
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Maintenance Technician # 1 at the
time of record review, no other
documentation was available for
review.
3.1-19(b)
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